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The earliest description of this operation I have been able to find is by Richard Wiseman, Sergeant Surgeon to King Charles II, who, in 1671, described a patient with this condition in the following words:-" A man, about 28 years of age, came out of the country with a cancer on his left cheek, stretching itself from the side of his nose, close under the lower eyelid to the external canthus, so making a compass downwards. It was broad in its basis, and rose capped like a sugar-loaf. The cancer threatened his eye with inflammation, and he hastened up and he importuned me to undertake it." Any operation undertaken on such a patient is clearly destined to lead to severe deformity. When the soft tissues and skin of the cheek are invaded, deformity is inevitable, whether the operation is undertaken by the scalpel, by radium, or by diathermy.
It is remarkable how rarely the external parts of the nose itself are invaded, but when this takes place a new nose must be constructed.
The unhealthy, baggy swelling sometimes seen below the eyelid on the affected side must be avoided. The old transverse incision below the eyelid must be relinquished, and the method mentioned by Trotter, through the inferior fornix of the eye, should be used, or the one which the author introduced, and always uses, which commences in the eyebrow and extends down the side of the nose, the eye being temporarily displaced outwards.
A gap, due to failure to unite in the region of the inner side of the nose near the inner canthus of the eye, is particularly difficult to close, except by elaborate plastic repair. Union can best be attained by uniting the periosteum by a separate layer of buried catgut sutures and then suturing the skin very accurately by carefully placed silk sutures.
Dislocation of the eyeball must be guarded against. If possible the infra-orbital margin of bone should be retained; failing this, the suspensory ligament of the eye should be left. Even in the worst cases the eye can be saved by packing the cavity tightly with gauze soaked in bismuth, iodoform and saline (all sterilized), and held in position by a " Stent" temporary dental plate.
Perforation of the palate should not be regarded as a deformity. Increasing experience leads me more strongly than ever to teach that an opening for inspection should be made in the palate in every case; without this it is impossible to watch the operation area effectively over the necessary period of time. This opening is controlled by a denture, which is held in position very effectively by two soft rubber extensions into the opening and enables the patient to speak and eat freely.
(2) Plastic Repair of Post-Operative Deformity. Nose.-The nose is frequently destroyed by the ravages of syphilis, tubercle, and war, but rarely by malignant disease.
Repair is undertaken readily by swinging a flap down from the forehead by the method introduced by Sir Harold Gillies, to whom I owe my interest in this subject. (Cases I and II.) In the last case of the kind in which I have operated I deliberately took a portion of the hairy scalp at the end of the flap to implant on the side of the nose and then depilated it by X-rays; by so doing, a scar on the forehead was avoided. (Case III.)
Face.-A large opening in the cheek can be remedied by a swing of a tube graft from the chest to the malar region (monocle swing). This is the first operation. At a second, a portion of rib cartilage is inserted within the grafted tube, with its tip near the upper end. At a third operation the upper end of the tube is split and is laid across the opening, the inner skin layer lines the antrum, the outer forms the external covering, while the cartilage supports the bridge.
Much more difficult is the repair when the eye has gone as well. Attempts, in my hands, to lay a large fat tube across the face and fix it to the side of the remains of the nose (e.g., septum), and to leave an opening above to form a new orbital cavity, have proved a failure.
The fact is that the tube will not hold in this position and the only way I have found possible is to close the whole opening and fix the upper edge of the tube to the forehead, just below the eyebrows.
Mouth.-While I find the nose easy to repair, and the face more difficult, the mouth represents the summation of difficulty.
The case illustrated shows a man with an advanced growth of the upper and lower lips and angle of the mouth on the right side. The growth was effectually destroyed by diathermy and there has been no recurrence. As a necessary result of the operation, half his mouth was destroyed and the result was a facial expression which resembled a sardonic grin. Saliva dribbled constantly and food during mastication fell out of his mouth in lumps. (Case V.)
Repair was undertaken by a chest pedicle flap to the angle of the mouth, and then by a series of swings to form anew the upper and lower lips. At first the angle of the mouth on the right side formed a ring. This was rectified by a series of adjustments. The final result was a partial failure. The patient was able to retain his saliva and masticate his food, but his appearance remains to this day the reverse of pleasing. This case was one of extreme difficulty, owing to the mobility of the mouth and the frequent use of the parts in expression. A repair of the upper lip alone is comparatively easy and is undertaken along similar lines.
(3) Dental Cosmetic Repair.-The assistance of a skilled dental surgeon is of great value to the surgeon in carrying out the repair of the ravages of operation in Ilis cases.
When a part of, or the entire half of, the palate hias been removed, a temporary plate can be made and fitted in position a few hours after operation. This enables the patient to eat and swallow well and to retain the dressings in the cavity in a clean and healthy condition. Later on a more permanent plate with an intraantral rubber extension serves to fill out the cheek and prevent that retraction and deformity which are liable to occur.
Again, when a large portion of the face has been removed and the patient, owing to age or disinclination, is unsuitable for surgical repair, a vulcanite shield can be exactly fitted in position and attached below to a dental plate, and externally coloured or even painted to match the face. Lastly, when the supports for the nose have gone, but the external cutaneous covering remains, deformity can be entirely rectified by a vulcanite support fixed to the dental plate.
In conclusion, it is evident that the ravages of disease and its cure by operation can be ameliorated and rendered inconspicuous by the great art of plastic surgery, ably seconded by the improvement in mechanical dental technique available at the present day. ILLUSTRATIVE CASES. Discussion.-Mr. T. P. KILNER said that as a surgeon dealing with cases only from the reconstructive point of view, he was full of admiration for Mr. Woodman, who tackled both removal and replacement. Such a combination had, however, one definite advantage: it allowed for the preparation of the ground for future plastic operations. The turning-in of skin edges and the suturing of skin to mucous membrane around the margins of a defect followed the practice of Sir Harold Gillies and himself.
He would like to hear something further about epilation of skin, for he had found no satisfactory means of destroying hair in skin areas intended for those in turned lining flaps so well illustrated in Mr. Colledge's cases (pp. 15, 16). X-rays, if used in sufficient doses to destroy hair follicles, destroyed also the vitality of the flaps.
He sympathized with Mr. Woodman in the disappointments he had experienced in attempting to reconstruct eyelids or lips by means of the tubed pedicle flap. The reconstructed parts almost always had the immobile thick appearance described. He recalled a case of extensive loss in the orbital region caused by the explosion of a Verey light in which, after closing-in the defect, he had attempted to reconstruct a cavity capable of holding an artificial eye. The attempt was abandoned because of the peculiar appearance given by the immobile masses representing the new eyelids. He contented himself with supplying the man with a simple shade to hide the absence of the eye.
He thought that Mr. Woodman was perhaps a little unnecessarily afraid of the scarring produced by the use of the forehead for these repairs. The forehead flap was ideal for this work, for it matched the surrounding face skin perfectly and had the additional advantage of being hairless when required for lining. Further, the secondary defect in the forehead lent itself admirably to free skin-grafting.
Mr. MUSGRAVE WOODMAN (in reply) said it was a mistake to suppose that he was afraid of using the skin of the forehead for flaps. When he had utilized the skin in the scalp region, his object had been to avoid a permanent scar. He agreed that forehead skin was ideal for the purpose. The surgeon who could prepare his cases with the view to subsequent plastic repair was at a great advantage over the 'man who only obtained them after the damage had been done.
Repair of Pharyngeal Defects after Operations for Removal
of Malignant Tumours.
By LIONEL COLLEDGE, F.R.C.S. THESE openinigs may occur as a complication after total removal of the larynx, or after lateral pharyngotomy, or they may be deliberately produced by removal of the larynx with either a portion or a complete segment of the pharynx, or by a lateral pharyngotomy in which such an amount of the lateral wall is removed that an opening is inevitable.
When such an opening occurs as a complication, the usual cause is wound infection, but defective nutrition of the skin may also produce one, either because the flaps have been designed with an insufficient blood supply, or because the skin has been damaged by radiation. To avoid wound infection, the mouth must be properly prepared and two or three weeks' interval must be allowed after the extraction of teeth. During the operation the wound must be kept free from pharyngeal mucus and the pharyngeal opening be closed securely. There is less liability to the formation of a pharyngostome after laryngectomy, if one large flap with its base at the hyoid bone is used, as the flap covers the suture line of the pharynx and the two lines of sutures in skin and pharynx do not coincide. No form of skin-flap, however, will compensate for defective technique. When X-rays have been used on the pha.rynx I think it is generally safer to stitch the pharynx to the skin and produce a pharyngostome. Healing is then obtained with less liability to sloughing, and the pharyngostome can be repaired later. I have not found that radium applied in needles, for intrinsic cancer of the larynx makes much difference to the healing of a subsequent laryngectomy. It is not necessary to refuse to operate on cases in which radiation has been used previously, but the fact must be taken into consideiation in planning the operation. The bad results, however, which have made some surgeons refuse to operate on irradiated cases, teach their lesson, and my own experience in this connection is not very large. I do not think that irradiation is of any assistance either in eradicating the tumour surgically or in obtaining healing of the wound. I have not, however, had any cases in which the skin has been burned. The deep X-ray therapy has always been skilfully applied and the wounds have healed well after the plastic operations.
